INTRODUCTION
F^^a n y people death is a remote phenomenon; only when friends or family members die do they come into contact with the emotional trauma that death brings with it. The defence that death is remote is not available to those who work with the dying. Health professionals face one death after another.Therefore i t is i mportant to ask what effect this constant exposure to death has on people working with the dying and how they cope with such a recurring reality (Stedeford, 1984) . Overall evidence suggests that the majority of health care workers are prepared inadequately for terminal care issues and concerns (Benoliel, 1987) . The climate in which health-care practice is learned tends to emphasize mastery, control and activity but what m erits further investigation is the influence o f death education and various attitudes about death on health professionals, as well as the identification of death concerns (Bascue, Lawrence & Sessions, 1977; Moore, 1984) . Health-care training should include th e o re tic a l m a te ria ls, c lin ic a l d ata and experiences as well as personal insight into the health-care w orker's response to dying and death (Stephenson, 1981) .
THE MOTIVES AND GOALS OF THOSE WORKING WITH THE DYING

Motivation
A complex set of interactional relationships among health professionals working with dying people seems to exist; these include entering c h a ra c te ristic s , o rg a n iz a tio n a lly -re la te d variables, stress response, ways of coping, and social supports (Garfield and Jenkins, 1981) . According to Garfield and Jenkins, the high frequency of reports of personal loss within the past twenty-four months suggests that such losses may play a major role in people's decision to join a group like SHANTI and in their experience after joining. This conclusion seems to be supported by Ingles(in Garfield and Jenkins, 1981) of volunteer motivation in St Christopher's Hospice, London; he reports that bereaved fam ily m em bers often becom e volunteers to facilitate closure on their own personal bereavement. This population may have a greater tolerance for a higher level of stress response than non-volunteers. N a tu ra lly c o m p a s s io n an d o th e r su c h commendable motives draw people to care for the dying in spite of their fear. They learn to overcome that part of their nature that would n a tu ra lly av o id su c h d y in g -a n d -d e a th encounters. These professionals and volunteers become, in a sense, used to death but they are not hardened in coping with prolonged exposure to dying people.
Goal-setting
There are two aspects to goal-setting:-what the health professional hopes to achieve with, and for, her patients [treatment goals] and what she e x p e c ts from h e r s e lf [p e rso n a l ideals] (S ted efo rd , 1984). S atisfaction in w ork depends on having an appropriate distance between one's ideals and performance. If the former are set too low and thus easily achieved, complacency and boredom may result and when they are about right, these ideals function as a stimulating challenge. People attracted to the work of caring for the dying often have very high ideals which may become sources of unwarranted stress but if goals are pitched too high, this leads to a sense of failure and guilt causing poor morale.
Many health professionals enter their respective professions because they are rescuers wanting to save people from distress. Seeing hereself as a rescuer may set the health professional up for the unrealistic goal of rescuing the dying patient. Crowder, Yamamoto, and Simonowitz (1976) maintain that stress increases dramatically as health professionals discover the reality about dying patients. Working with patients who are on an irreversible trajectory towards death is a threat to the health professional's senses of power, mastery and control since she may feel that she can have no impact on the dying person's experience despite all her efforts.
According to Benoliel (1987) , there is evidence that due to a com bination o f personality structure and training experiences, physicians associate dying patients with failure and disappointment. Health professionals realize that patients death and sufferi ng are unavoidable and feel traumatized as they experience the reality of death. Death may make health professionals painfully aware of their own lo sse s; it m ay c o n trib u te to th e ir ow n apprehension regarding their own potential and feared losses; and it may arouse existential anxiety in their personal death aw areness (Rando, 1984) . W ith o u t a d e q u a te p ro c e s s in g , h e a lth professionals may experience the rescuer expectation as emotional overload since they never succeed in fulfilling their expectations. Mourning responses of medical students and nurses were observed to be associated with loss through identification with a patient's loss of functions and capacities and the giving up of the idealized expectation of the omnipotent helper (Benoliel, 1987) . A feeling o f helplessness can lead to exhauston and depression (Rando, 1984) . Either accepting the reality of death and working through it, or attempting to suppress it, can b e s tr e s s f u l , le a d in g to f a tig u e , over-activity, irritability, and other problems, such as i neffectiveness at work and interference with personal and family life (Stedeford, 1984) . The health provider needs rather to accept the inevitability of death and the fact that ultimately it comes to everyone.
Health professionals set themselves up for further disenchantment in believing that death is romantic, that they should like all their patients and that all deaths are peaceful. Staff may work toward achieving peaceful death for the sake of the relatives and them selves, forgetting the there are patients who remain angry right up to the last minute because they are dying (Stedeford, 1984) . If staff feel guilty about not liking a client or patient they should realize that they do not choose the patients who come under their care and that some of them are people they would never encounter in the normal course of events because of differing backgrounds or circum stances (Stedeford, 1984) .
ISSUES IN WORKING WITH THE DYING
A c c o rd in g to S te d e fo r d (1 9 8 4 ) h e a lth professionals care for dying patients best when they have allowed themselves to reflect on their own mortality and therefore not to shy away from dying patients. Whelan and Warren (1980) found a significant change in the perceptual reorganization of ideas about, and emotional responses, to death in a treatment group after they explored the meaning of their death.
People who work with the dying need to gain personal insight into their response to dying and death rather than follow rigid stereotyped positions about patients and patient care if they w ant to foster their own personal growth through attitude and behaviour change. Facing dying and death issues provokes thoughts, concerns and reflections about the meaning of one's own life and they permit one to appraise critically the busyness of life (Lewis, 1982) .
Personal growth of this nature requires time and opportunity for reflection (Benoliel, 1987) . Professional socialization with dying and death issues means that health professionals need to con fro n t th eir personal valu es and their deep-seated beliefs so that they may become m ore aw are o f th e ir p e rc e p tio n s ab o u t them selv es and w hat th eir lim its are in providing health care (Stephenson, 1981; Stedeford, 1984) .Dyi ng and death issues do not have to be totally worked through, but if those w ho w ork w ith the d ying do not try to understand them, their anxieties and defences will hamper their work. By addressing them, they may be strengthened by finding values and meanings which make sense to them and give comfort and sustenance as they grapple with life and death on a daily basis. Some of these understandings may come from organized religion or philosophies, or from personal insights.
Facing One's Own Death
Any contact with som eone who is dying inevitably touches people personally and generates situations of personal crisis. As health professionals confront the reality of patients' im p e n d in g d e a th s th e y m u st c o n fro n t simultaneously the reality of their own eventual d eath (S c h m ale, 1980). D ying is very anxiety-provoking for health professionals in thinking about, planni ng, and prepari ng for their own deaths (Cohen, 1983 ) and the immanence o f d ea th m ay be the m ost em o tio n a lly o v e r w h e lm in g s itu a tio n th a t h e a lth professionals have to confront (Stedeford, 1984) . Cohen (1983) maintains that those who work with the dying have an ethical responsibility to plan and p re p a re for th eir own d ea th s. According to him, the confrontation with one's dying is the heart of the learning experience in gai ning the necessary understandi ng and insight into the defences people who work with the dyi ng use agai nst the anxiety associated wi th the process of dying and the event of death itself. Dahlberg recognized that his inti mate encounter with death "had activated my own fears of death; I was then able to face and work through them with greater equanimity. I don't suppose one ever totally accepts one's own death until just before the end, but it is possible to come to some sort of terms" (Dahlberg, 1980, 370) . The process of mourning and grieving for self is a vital issue. The life experiences of health p r o f e s s io n a ls o fte n p ro v id e u n iq u e opportunities for continued maturation as a health-care worker.
Mourning behaviours
W ith the e ro sio n o f trad itio n al k in sh ip n etw o rk s, the d ise n g a g e m e n t o f fam ily members from the dying family member, and the absence of family owing to social mobility or the segregation o f the dying person in institutions, health providers find themselves participating in the emotional and social care of the patients. This results in health professionals taking emotional risks and forming bonds that will demand a grief response when that bond is terminated by death (Cohen and Wellisch, 1978) . In ca rin g for d y in g in d iv id u als care-givers are subject to experiences that will require a grief response of their own as anyone who loses something or someone in whom he has invested him self emotionally, needs to grieve (Schwartz & Karasu, 1977) .
DEFENCES USED IN TERMINAL CARE
Defence mechanisms are double-edged tools of everyday life; correctly used and understood, defences help people to adapt and give better care, but used excessively or negatively when acceptance and working through would be more creative, they are disadvantageous (Stedeford, 1984) . I has been reported that coping strategies used by nu rses on high-death w ards are designed to control emotional a tta c h m e n t^ patients, to minimize negligence concerns, to foster acceptable performance; in intensive care, a common strategy is to mask death by an em phasis on recovery, but apparently, this strategy is not effective on cancer wards which are ch a ra c te riz e d by m any interactional problems. Recent research on cancer wards indicates that staff cope with problem situations and their own emotional reactions by making referrals to a consulting psychologist and by using scapegoating as a method of relieving tension on the ward.(Benoliel 1987).
Denial, Withdrawal and Isolation
The confrontation of death in non-terminally ill people evokes reactions similar to the stages of denial, anger, bargaining, depression and acceptance (K ubler-R oss, 1969) but these reactions are fluctuating in nature rather than a static progression from one stage to another. The individual's capacity to overcome d e^É and to come to grips with death seems to e l i f f emotions and attitudes showing little adherence to an ordered, sequential movement (Whelan and Warren, 1980) . A considerable amount of energy is used in denying the inevitability of death when working closely with dying people. In denial, people are unable to express emotions related to death and this lack of affect frequently reaches the level of complete absence of all fee lin g th ro u g h retreat into a detach ed , emotionally unavailable state. According to Halpert (1982) , when this level of denial is reached the health professional's interest in the patient and her ability to maintain neutrality, o b jectiv ity and em pathy are significantly impaired. Once denial is overcome people are able to deal with the repressed emotions elicited by caring for the dying.
Ineffective means of managi ng and copi ng wi th the anxiety caused when a patient is dying may result in withdrawal from the patient and her family, despite the fact that observational studies of nurses have shown that they spend more time with dying patients than with the nondying (B enoliel, 1987; Rando, 1984) . Apparently these nurses display verbal and nonverbal avoidance in spite of the actual greater am ount of tim e spent w ith dying patients. Health providers may use social distance in their interactions with dying patients to counteract professional loss associated with negation of professional competence, negligent b eh av io u r, loss o f peer respect, loss o f professional deportment, or loss of a significant patient (Rando, 1984) . Goldie (1981) observes that when it becomes evident that a patient is going to die and there are no physical manoeuvres to prevent this, staff members frequently look the other way; ward rounds may miss the patient or a transfer to special units is arranged in order to avoid the pain of caring until death occurs, or nurses maintain a brusque cheerfulness in order to keep a happy atmosphere in the ward. Social workers often concentrate exclusively on solving p r^ic a l problems and clergy offer only formal p f^r s or ch e erfu l new s o f the parish community. Studies of personnel in nursing homes indicate that by avoiding discussions of death with their patients and by staying busy with their physical care and other tasks (that is, by controlling their work environment), they are able to manage their latent anxieties (Benoliel, 1987) . The direct cause of these and similar b e h a v io u rs m ay be ig n o r a n c e and th o u g h tle s s n e s s , b u t the u n c o n s c io u s motivation is one of defence, to spare the health provider from anxiety (Boots, 1971) . Everley (1979,8) has pleaded: "Let us not wall the dying into silence by avoiding their timid, often symbolic advances. Let us not leave them alone, let us not anticipate, by our avoidance, the death which is soon going to separate them from the ones they love".
Intellectualization
»
g initial confrontation with dying and health providers are very intellectualized in their focus on professional knowledge and factual (even philosophical) issues. "It may become a matter of pride to those responsible for his treatment that he shall die with his blood chem istry as near normal as possible, for whatever other civil right may be denied him, these last rights ensure that he can die with his serum electrolytes in balance" (Simpson, 1986, 3) . Often conversations with patients are impersonal; doctors manage to avoid their own pain by rationalizing (patients do not really want to k n o w th e fa c t o f th e ir c o n d itio n ) , intellectualizing (talking about theoretical matters like survival times or percentage cure rates), telling the truth bluntly and disappearing quickly, or delegating the job to someone else (Rando, 1984; Stedeford, 1984) .
Identification
Putting oneself imaginatively in another's place increases sensitivity to their needs and can help in deciding what would be best for them, but it can also lead to serious mistakes if one does not acknow ledge that total identification with another is impossible. Interviews with nurses on care of the dying showed theirstresses related to identification with the patient, distressing types of dying, patients' changes in physical appearance, lack of clear policies governing action to take, and medical decisions to prolong life when the patient obviously was not going to survive (Benoliel, 1987) . Identification for a health provider has gone too far when he begins to think and feel like the person for whom he is c a rin g ; th e h e a lth p ro v id e r b e c o m e s over-burdened with emotion which does not belong to him and thus becomes less effective as a helper (Stedeford, 1984) . It can be helpful to affirm to oneself that one's patients are not one's relatives.
Generalization
Generalization (applying something that is learned in one setting to a different context) is detrimental to health providers when it is applied outside appropriate limits. Some doctors, nurses and hospice staff become unduly anxious when they themselves are ill. Hospice staff work in an environment where ultimately alm ost every p atien t's physical condition worsens, and where almost all of them die; their experience teaches them that pain is usually caused by cancer and cancer leads to death. When they are in pain or a relative discovers a lu m p , h e a lth p r o v id e r s e x p e rie n c e an unreasonable level of anxiety and lose sight of things they know quite well -cancer is only one of many causes for pain, that not all lumps are malignant, and not everyone who has cancer will necessarily die. The anxiety of health providers can be reduced quite effectively by gaining insight into the way generalization has occurred from their w ork setting to their personal life (Stedeford, 1984) .
Displacement
Anger is frequently used as a defence against death and severe loss of control; it is seen as a way of controlling the environment (Van Dyke Platt, 1977) . Displacement is disturbing when a patient's anger about his impending death, delayed diagnosis, or the general unfairness of fate is directed at staff who are accused of negligence, inattentiveness and lack of care. Scapegoating may occur if one person or event is regarded as the cause of all the trouble, but the release of emotion is at the expense of another individual and this hinders any constructive thinking about how to deal with present and real issues being faced. Patients use projection when they cannot tolerate the knowledge that they are dying and project blame onto others, either sym bolically by saying things like 'Y ou're stealing my money', or more directly by statements such as 'Your injections are killing m e'. Should a patient die a short time after an injection such blame may echo in the health provider's ear for a long time and lead to distress. If health providers, especially nurses, begin to doubt their efficiency and competence in administering medication, then senior staff members need to support inexperienced staff especially in the administration of drugs as this situation may cause undue stress (Stedeford, 1984) .
From the family and staff vantage point, displaced anger and hostility is difficult to deal with as the anger is aimed in many directionsnurses, doctors, hospital, family, friends, God. Sometimes fami ly, care-gi vers and medical staff withdraw from the dying person because of his outbursts, a situation which further i ncreases the person's loneliness and isolation (Hinton, 1967; Reilly, 1978; Bugen, 1979; Stedeford, 1984; Poss, 1981) . By shifting their feelings on to others, those who are dying are able to remain relatively calm and in this sense displacement is adaptive. It is important that the dying person's anger toward family, friends and doctor be verbalized, but the health provider must be careful not to add to the burden of guilt the dying perso n a lre ad y ca rrie s (S ch o en b erg and Senescu, 1970). If family, friends and medical staff are able to deal with the dying person's reactions without counter-hostility, then usually hostility abates. The important task of the family is to be there with the dying person. What those who are facing death share may well be anger, frustration, pain, guilt, blame, denial but the wi 11 ingness of all concerned to 1 isten and respond to the issues and questions which immediately concern the dying person, is a way of enabling her to deal with the crisis of meaning in the face of death (Popa and Hanganu, 1979) . As Saunders (1969, 62) has stated succinctly: "You must be ready to listen; you must be ready to be silent; and you must just be committed".
Emotional A rriv a l
'Emotional arrival' in working with dying patients implies a sense of freedom from the debilitating effects of the fear, denial, social isolation and withdrawal, and identification with patients' symptoms (Stedeford, 1984) . That is, the health providers are no longer preoccupied with their own dying and death, they no longer feel guilty about their own good health and they are not incapacitated by depression. This emotional state, however, does not mean that health providers no longer experience pain when working with dying patients; their sensitivities are sharpened rather than dulled, their emotional responses are appropriate, they have the sensitivity to grieve and the resilience to recover (Rando, 1984) .
PROFESSIONAL BURNOUT/ STRESS
Stress
Stress is the non-specific response of the body to any demand made upon it (Garfield and Jenkins, 1981) . Working with dying people is draining and exhausting si nee not only does one spend much time with the dying, one is also dealing w ith vital questions and powerful emotions (McKay, 1990) . It is difficult to rem ain e m o tio n a lly -a lo o f, d etached and objective in such situations. When caring for the dying, enquiries about life touch upon one's own questions about life and death. Overall responses to stress by health professionals include malaise, irritability, sleep disturbances, use of drugs or alcohol, depression, guilt over taking time off, inability to detach from work, and marital problems. Specific behavioural manifestations of staff stress involves staff conflict, displaced hostility, withdrawal from patients, exhaustion, and interference with personal lives (Stedeford, 1984) . It is essential that health providers learn to recognize stress and understand its causes so that they may care for one another in such a way to foster personal and professional growth. Knowledge of the stressors and the coping experience of persons counselling the dying makes a contribution to better services to patients and lessens distress for health professionals.
Studies of stressors in critical care nursing have consistently identified factorssuch as continued exposure to death, interpersonal conflicts and d iffe re n c e s o f o p in io n , c o m m u n ic a tio n problems among staff members, workload and m anagem ent problem s (Stedeford, 1984) . Interviews with nurses on care of the dying show ed that th e ir stresses are related to identification with the patient, types of dying, patients' changes in physical appearance, lack of clear policies governing action to take, and medical decisions to prolong life when the patient obviously was not going to survive (B enoliel, 1987) . The so u rces of stress id e n tifie d by p h y sic ia n s have in c lu d ed identification with the patient, living up to unrealistic expectations, handling multiple roles, and the politics of the system. Every health provider needs to identify her specific stresses in working with the dying so that she can anticipate and counteract them.
Burnout
Burnout is a syndrome of emotional, physical and occupational exhaustion and cynicism occurring often among people who work with people and spend a considerable amount of time in close encounters with others under conditions of chronic tension and stress. In preventing burnout it is necessary to be aware of one's feelings and to be honest about them. Terminal health providers need to admit and express their feelings and needs which may include their anger or disgust, requests for assistance when they need it w ith o u t fe e lin g g u ilty , or relinquishing concern for patients when they are not at work. It is also important for those who work with dying people to have varied and compelling interests quite separate from their professional lives.
On a more practical level health providers need to real ize that they deserve and need breaks from the stressful parts of their work by arrangi ng for free time during the day or days o ff for relaxation and by varying ti me between stressful and less stressful patients either on a daily basis or over longer periods. Holidays are important and must be given a high priority.
Resources of W ork Satisfaction
Sources of satisfaction for health providers comes from direct patient care, the acquisition of new knowledge, opportunities for close communication with families, collegiality with other providers and a feeling of usefulness (Benoliel, 1987) . It is important thus to provide constant reinforcement for those who most frequently deal with the trauma of dying and death.Individual counselling by pastoral carers, and other supportive personnel has been the primary response to this need thus far (Marie, 1978) . Raphael in Rando, (1984) advocates that the health professionals also should become involved in continuing support systems such as peer support groups, and case discussion meetings. I have found it very necessary to have my own support system with whom to process thoughts and feelings about the subject of dying and death, and my own responses to the dying people with whom I work.
CONCLUSION
Most people are only intimately concerned with death a few times in their lives, but for health providers in a terminal care setting dying is an everyday reality which requires a great deal from them. Dying and death, therefore, is too important and too sensitive an area not to be a part of formal health-care training programmes. Through the personal and intimate experience of working with, and relating to, a dyi ng person, health providers leam about life's basic forces such as living, dying, growing and changing (Cumin and Kobos, 1980) . But health providers need also to be gentle with themselves! 
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